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ital malformation may contribute to its formation.5 Due to
lack of symptoms, PVAsmay go undiagnosed, but the most
common symptom, as the initial presentation of our pa-
tient, is pulmonary embolism.6 Just recently, a case of a fatal
pulmonary embolism in a healthy patient with an asymp-
tomatic PVA was reported.7 As often is the case, these
aneurysms are saccular,5 and lateral venorrhaphy does not
require vein reconstruction, lateral venorrhaphy after resec-
tion of the aneurysm sac is an accepted treatment option for
PVA.1,3,5 Our patient was treated thusly, but close follow-up
showed recurrence of the aneurysm. Given our patient’s re-
currence and potential morbidity from pulmonary embolism,
we strongly recommended reoperation. Of note, during the
second operation, the entire vein was aneurismal, and it did
not disrupt the suture line. Additionally, pathologic specimen
showed local loss of elastin throughout the internal elastic
lamina of the vein segment (Fig 3). The recurrence of the
aneurysm in light of the pathologic finding suggests that
popliteal vein resection with reconstruction of the vein using
spiral or panel vein grafts fashioned from the greater or lesser
saphenous vein should be favored instead of lateral venorrha-
phy in cases in which the aneurysm can be approached
through a single incision. If the PVA is larger and would
require a medial approach, then the traditional lateral tangen-
tial aneurysmectomy and lateral venorrhaphy is a goodoption.
In addition to the technical aspects of our report, our
case also provides insight into the pathology of these
aneurysms. The case reports in literature of PVAs, al-
though few, rarely follow the patients out longer than 18
Fig 2. Intraoperative view of the popliteal fossa. Arrow denotes
popliteal artery lying adjacent to the aneurysm.months.5,8,9,10 It is possible that some recurrences, with the
attention on the rare entity of popliteal venous aneurysms. Theseassociated morbidities and potential mortalities, may be har-
bored in this group. No recurrences, prior to this case, have
been reported in the current literature. Although the duration
of the follow-up cannot be determined based on one case, our
finding suggests that these patients should be followed longer
than 2 years on a 6-month period.
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The cases reported by Falls and Eslami1 and Gasparis et al2 in
this issue of the Journal of Vascular Surgery once again focus our
are the first two reports on the repair of recurrent popliteal vein
aneurysms. As is the case in so many patients before, pulmonary
embolism was the initial clinical presentation in the patient re-
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detected incidentally during the search for the source of the
pulmonary embolus. The initial clinical presentation of the patient
reported by Gasparis et al was not reported. Although still a rare
condition, vascular surgeons are more likely to see popliteal venous
aneurysms today, since duplex ultrasound is the diagnostic staple
of suspected lower extremity venous disease.
Both patients were initially managed with lateral aneurysmec-
tomy and primary closure of the popliteal vein. This procedure is
warranted when there is a clear line of demarcation between the
aneurysm and the remaining vein and if the remaining vein wall
appears normal. The details of this technique are well illustrated
by Aldridge et al,3 who emphasize that no part of the repaired
vein need be clamped during the procedure, thereby avoiding
procedure-related endothelial injury. The two cases by Aldridge et
al were followed for over 8 years, and an additional patient for 4
years, without evidence of recurrence (personal observations).
Tangential aneurysmectomy is not indicated in fusiform aneu-
rysms, which do not have a clear demarcation between aneurysmal
and normal vein wall.
Falls and Eslami suggest that visual inspection of the popliteal
vein not involved with aneurysmal dilation may be misleading,
thereby leaving a vein predisposed to future aneurysmal degener-
ation. This is a condition we would all want to avoid. They go on
to recommend excision of the entire popliteal vein segment sub-
tended by the aneurysm and replacement with an interposition
graft. While their recommendation appears reasonable on the
surface, one must keep in mind that the two cases presented in this
issue of the journal are the only observations to date of recurring
popliteal venous aneurysms requiring resection. Gasparis et al
present an argument that the initial repair was inadequate, leaving
residual aneurysm to preserve the medial gastrocnemius vein.
Furthermore, vein resection and interposition grafting has a
greater inherent risk of failure than tangential aneurysmectomy.
Thrombosis of a failed venous reconstruction itself carries a risk ofpulmonary embolization in addition to the resultant postthrom-
botic morbidity.
The microscopic evaluation of the wall of the venous aneu-
rysm generally shows fibrocellular thickening of the intima. There
is fibrous tissue between the intima and adventitia without a proper
internal elastic lamina and without evidence of elastic fibers. Special
elastin stains show marked reduction of elastic fibers in the adven-
titia. The question raised by these papers is how often is diseased
vein normal to visual inspection, at least to 2.5 magnification?
The cases in which I have been involved demonstrated marked
abnormalities of the aneurysm wall without any evidence of thin-
ning of the remaining vein wall. Once the aneurysm was resected,
there was no visible difference in the vein wall proximal or distal to
the vein segment subtended by the aneurysm. Completion
venograms and ultrasounds were normal.
The authors used the posterior approach via an “S”-shaped
incision to gain entry to the popliteal fossa. This offers particularly
good exposure; however, one must be prepared to have autoge-
nous tissue harvested prior to positioning the patient in the prone
position, unless the small saphenous vein is to be used for the
anticipated graft or primary end-to-end anastomosis can be per-
formed.
The authors are to be congratulated for bringing these inter-
esting cases to our attention, which will extend our understanding
of the rare condition of popliteal venous aneurysms. However, it is
premature to suggest that tangential aneurysmectomy with lateral
venorraphy should be abandoned.
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